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> rheumatologist sees a wide variet 
complaints; their diagnosis 
challenge. Although freque 
fatal, the rheumatic disease 
sical early dag et ae can, however, be 
Pain is a symptom aa r caste appa. 2; 
and often anxiety and de sane aoe carm pianti 
eee ae pression about possible 
progressive disability must be recognised, and 
will require little more than roaraa em a 
ance and simple 
physical measures such as support, rest, heat or various 
physiotherapeutic techniques. At the other end of the 
spectrum the diagnosis of, for example, rheumatoid 
arthritis, may mark the beginning of a lifetime’s 
relationship between the patient and his or her medical 
advisers. Reassurance in such cases must be tempered 
with realism, although fortunately the rapidly progressive 
case leading to severe disability is rare and mang such 
patients lead relatively normal lives. RA is still incurable 
in 1983, but the patient should certainly not be left 
without hope. 

Drugs are playing an increasingly important part in the 
management of painful inflammatory conditions but of 
late, their relative lack of efficacy in some cases, and 
potential for producing side-effects in others, are leading 
to disillusionment amongst patients. Analgesic and anti- 
inflammatory agents are undoubtedly valuable 
therapeutic tools. However, their excessive and 
inappropriate use may eventually bring them into 
disrepute and thus limit the freedom of the medical 
profession to prescribe them for the more severe 
inflammatory disorders, where they do definitely bring 


comfort and relief. l 
It is hoped that the pictorial format of this handbook will 


provide clues on how to approach the management of some 
of the commoner rheumatic problems and suggest when 
specialist referral might be advisable. Clinical pictures 
have been supplemented where appropriate with q 
diagrams or tables to provide convenient visual reference 


and aides memoires. 
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S are Common and cause 


Osteoarthritis of peripheral synovial joints 


Osteoarthritis produtes a wide variety of symptoms; these 

are often mild, and may require little more than reassurance 
from the doctor, but symptomatic OA is common with _ 
increasing age and is a significant cause of pain and misery 
in the elderly. It causes the loss of several million working 
days every year and is the most common cause of disability 
in the United Kingdom. Genetic factors appear to be 
involved in the aetiology but they are complex, and there is a 
wide geographic variation of both joint distribution and 
prevalence. The prevalence is particularly high in the UK. 
Trauma due to fracture through the joint or caused by certain 





Fig. 1.1 Heberden 


sporting activities fcongenital abnormalities or joint damage mapa T pon 
from pre-existing infective or inflammatory arthritis may | and occasicnally ins 


space, sclerosis, os 


predispose a patient to the development of OA. 

OA of peripheral synovial joints develops after an initially _ 
reversible phase during which fibrillation of the articular 
cartilage occurs. This change is associated with specific 
biochemical and histological abnormalities of the cartilage. 

z Subsequent destruction of the articular cartilage leads to 
sclerosis and remodelling of the exposed sub-chondral bone. | 
Periarticular osteophyte formation and a variable degree of 
synovial inflammation also occur. Recent work has 
suggested that an inflammatory component may be involved 
in the development of this disease and that crystals of 
calcium hydroxyapatite may either initiate or perpetuate the 
inflammation. Biochemical studies are also beginning to | 
shed some light on this process and prevention may 7? 
eventually become feasible. In the meantime, treatment is 
by analgesic and non-steroidal anti-inflammatory agents, the 
use of which should be continually reviewed to see whether 

their prescription is indeed still beneficial. Physiotherapy 
has a role to play but is usually only helpful for a brief period 
after completion of the treatment. Surgery y offers the greatest 
hope in the patient whose pain or disability is sufficient to 
= warrant it, but the greatest challenge lies inthe management 
of those patients whose pain both on movement andat night 
is a cause of persistent distress, but in whom surgery is not 


e ameoa 


yet indicated. a 
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Fig. 1.2 Less com 
involved with bony 


radiological appearances. 

to the patient who fears a more generalised disease and resultant 

disability. Fortunately this is relatively u common 4nd reassurance IS 

usually possible | i 
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Fig. 1.3 Osteoarthritis of the first carpometacarpal (CMC) joint, again 

more common in women, fréquently causes pain at t the base of the 

thumb. Local steroid injection may help but usually the joint becomes 
giving the hand a typically square 


stiff with the thumb adducted, 
dicated in severe cases. 


A E. Occasionally surgery is In 
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Fig. 1.5 Hallux rigidus i6 often associated with a degree o! valgi 
deformity but the radiological appearance with Te id osteophyte | 
formation (upper) distinguishes it from simple hallux val " ‘losis {i 
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Fig. 1.6 OA is probably best thought of as the fi 
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Fig. 1.7 


OA of the hip initially causes pain in the buttock and groin. This 


the knee, whic "i is occasionally the main site of 
; confusion and delay in diagnosis. Radiologically 
ch may be concentric, superior or 


Fig. 1.8 Clinical 
examination early in 
the disease may be 
unremarkable, but 
reduced internal and 
external rotation can 
often be detected with 
the hip flexed. The 
procedure may 
reproduce the 
patient's pain, which is 
present mainly on 
weight-bearing at this 
stage. 
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Fig. 1.9 As the disease advances further, so florid osteophyte formation 
may limit movement of the joint. The patient finds it difficult to reach his 
foot to tie shoe laces, put on socks or stockings etc. Night pain may 
become troublesome. 
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Back painoften — 
results and there may 
be stressing of the 
opposite knee leading 
_ tofurther pain and 

| _ disability (the so- 

| -called ‘long leg; 


syndrome). 
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Fig. 1.12 Premature OA-of the hip is.often weer we bie 
predisposing factor; here a patient with previously ne 


esultant 
congenital dislocation of the hip (CDH) one phe sail 
deformity of the femoral head and OA. Suc 


detection and management of CDH essential. 
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Fig. 1.13 Although in some younger patients a femoral osteotomy may 

produce a few years of relief, total hip replacement (THR) is the best \ 
course for most when pain and disability are intolerable. The patient has | 
received a right Charnley prosthesis. 








Fig. 1.14 The long-term results of THR are now very satisfact i 
only 10-15% failure at 10 years due to loosening and/or infection be 
Reoperation is often feasible but these risks still mean that THR in 
active younger patient must be very carefully weighed up and a 
eecussed [he X-rays show the hip of a 35 year old tee 
eee & IHR five years prior to the left X-ray. Two years later (right) 

€ widened lucent zone reflects loosening s 
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Fig. 1.16 By 
early feature 
the medial a 
selected eat 
delay progre 


al osteotomy May Fig. 1.15 Knee X-rays with the patient standing are useful for 
R) is the best demonstrating cartilage thickness and weight-bearing deformity. In 
S, there is no reduction of medial and lateral cartilage 
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il spines are smooth and alignment is normal. 
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Fig. 1.16 By contrast, this patient demonstrates two 0 ) 
early features of OA: spiking of the tibial spines.and loss of thickness of 


the medial articular cartilage, which leads on to a varus deformity. in j 


selected early cases tibial osteotomy redistributes the weight and may 


delay progression. a 
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1e Fig:1.19 With more a 


|? 


1 disease, total loss of surface cartilage 
elops. This bone is less resilient and 

ncreasing the tendency towards 

1g through the already stressed 


Fig.1.20 Thistypical 
varus deformity with 
bony swelling in long- 
standing OA is painful, 
unstable and thus very 
disabling. Total knee 
replacement despite 
its risks is the only 
procedure which will 
help but the patient 
must be warned not to 
stress the prosthesis 
unduly. 












Fig. 1.21 Patellofemoral pain i r stairs and when 
cited by direct pressure over the p. 


getting up from a chair. It can be eli 
patella,with the patient actively con 
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adults this is often due to chondromalacia 
self-limiting. 


tracting the quadriceps. In young, 
patellae which is usually 
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Fig. 1.23 OA ofthe 
knees may be seen in 
Sportsmen, especially 
footballers, in women 
who have primary 
generalised 
Osteoarthritis, (which 
tends to run in 
families and of which 
Heberden’s nodes are 
a diagnostic marker), 
Or, as Hére, in a patient 
with chondrocalci- 
nosis secondary to 
hyperparathyroidism. 
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Rheumaioid arthritis occurs more commonly i n 
in men. Although it may present at any age ; ‘ie Ta = 
prepubertal children and usuelly occur in $ medi b 
the childbearing years. The typically synimet nde 
peripheral polyarthritis is often associated with es 
morning stiffness, malaise and a normochromic, noma 

anaenila. At initia! presentation, the symptoms hall usualh | 


been present for several months but still may not be 

diag nostic. The pattern of progression of the disease is i 
important in distinguishing it from the self-limiting 
polyarthritis which may follow such viral illnesses as 7 
rubella, and from the chronic, but usually less disabling, ’ b 


arthritis of this peripheral and symmetrical type, which may 


be associated with psoriasis. The type of therapy used 
depends upon the type of arthritis, hence it is important to ( 
observe the changes seen over the early months before 


committing the patient to the more toxic drugs which are 


usually necessary in treating rheumatoid arthritis. 
Although the commonest of the inflammatory 
polya:sthritides, it is unlikely that more than one new case of 
‘imes disabling disease will present 
titioner per year. In consequence, 
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thisunpredict ible 
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i i experience ment and of the manipulation of 
drug trea mited. These patients need the 
support e t em locally but they also 
need the ecialist who, because of his 
larger pou! el placed to recognise poor ; 
‘cations. and advise on their 


che following section is to give 
onition of rheumatoid arthritis and 


pointers to the early recognition ¢ ataid: anc 
Iso to emphasise those clinical features requinng specialis! 
aitention and those which can be helped by surgery nd 


cre 4; è> Ç 
prognostic 
manageme nt. 


ajher means. 


















Fig. 2.1 Swelling of the metacarpopha'a geal (M 


ar] i CP) joints ang the 
y proximal interphalangeal (PIP) joints; leadi 


join 19 to filling in of the Follows 
en the knuckles and ‘Spindling -of the fingers is typical, but nat 

sa nh of early rheumatoid -4rtt ritis. The ‘set, wris 
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Fig. 2.2 Radiological 
changes in the early 
stages are usually 
limited to soft tissue 

- Nelling and juxta- 
articular osteopc rosis. 
These changes aie 
4ydical of; but not 
specific to, early _ 
rh 3aumaioid arthritis. 
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Fig. 2.3 The presence of IgM anti-globulins (rheumatoid factors) i Fig. 2.5 Typi 












serum of patients with symmetrical polyarthritis usually but not always ; where the ca 
mplies that they have rheumatoid arthritis. The test involves the $: across the st 
:gglutination of either sheep red cells coated in rabbit anti-sheep destroys the 

antibody (SCAT) or as here, of latex particles coated with human IgG. oo - 

aG and IgA rheumatoid factors are also found but are more difficult to 

letect. They may provide useful prognostic and diagnostic information 
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Fig. 2.3 The presence of IgM anti-globulins (rheumatoid factors) in the 
serum of patients with symmetrical polyarthritis usually but not always 
implies that they have rheumatoid arthritis. The test involves the 
agglutination of either sheep red cells coated in rabbit anti-sheep 
antibody (SCAT) or as here, of latex particles coated with human IgG. 
IgG and IgA rheumatoid factors are also found but are more difficult to 
detect. They may provide useful prognostic and diagnostic information 
in the future. 





Fig. 2.4 Erosions,.one of the hallmarks of rheumatoid arthritis, may not 
apbear lor 6-12 months, or even longer in the milder case. They should 
be 'ooked for in the hands, wrists and feet, Here, early erosions are seen 
around the PIP joints of the ring and little fingers 
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lly. bone erosions occur initially at the joint margins 
sule is attached. Later the inflamed synovium extends 
the articular cartilage (pannus formation). This first 


Hye HAG Mn 
d ter Lil 6) 


4 witic TWO veals 
Fig. 2.6 Rheumatoid arthritis two years 
i | rn the inge* 
CiII At NO A( IOI t L jé 19) 
T? Ofi e pyle! ve ef SIO Ot tne Mi t joir 
ict ' ry N ‘AA iNo 
r i ig rt NACE iT Tv wrist í 4 Wé | 
‘ 
’ rf 
if Ut d f A) > 








> p 
mod ee 


N 






Morning stiffness 
Pain on motion or tend 


one joint 
Swelling (soft tissue thickening of fluid) in at 


least one joint 
Swelling (observed bya physician) of at least 
one other joint within three months 


| joint swelling 
| interphalangeal joints) 


erness in at least 
í 


Symmetrica 
(not termina 
Subcutaneous nodules 

X-ray changes typical of rheumatoid arthritis 
which must include at least bony 
decalcification around the involved joints 


Positive agglutination test — demonstration 


of IgM ‘rheumatoid factor’ 


Fig. 2.7 The American Rheumatism Association criteria for the 
diagnosis of rheumatoid arthritis have been useful for defining cases 
entered into Clinical trials, but are of limited value early in the disease. 
Cases are classified according to the number of criteria satisfied, into 

_ There are 21 exclusion 


‘Classical’ — 7,Definite’—5 and ‘Probable’ — 3. 
criteria used to avoid confusion with other causes of polyarthritis. 


Fig. 2.8 Nodules are 
one of the diagnostic 
criteria of rheumatoid 
arthritis. They are 
usually found over 
pressure points, most 
commonly on the ulnar 
surface of the forearm 
and elbow, but also, as 
here, over the Achilles 
tendon. They are often 
lobulated, usually firm 
in consistency and ` 
subcutaneous. 
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Fig. 2.8 Nodules are 
one of the diagnostic 
criteria of rheumatoid 
arthritis. They are 
usually found over 
pressure points, most 
commonly on the ulnar 
surface of the forearm 
and elbow, but also, as j 
nere, over the Achilles 
tendon. They are often 
‘ODulated, usually firm 
in consistency and ` 
Subcutaneous 






Fig. 2.10 Carpal involvement is often associated with the development 
of carpal tunnel syndrome due to compression of the median nerve by 
inflamed synovium (being held by forceps). The symptoms ane method 


of injection for CTS are shown in Fig, 3.17, Occasionally in pergistent 
cases where conduction studies show that motor and sensory nerve 


damage is severe surgical decompression is necessary 
s ame 
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Fig. 2.11 The nature of rheumatoid arthritis in its progressive form is Fig. 2.13 Unc 
exemplified by the damage it can do to the hands. Here, in addition to i orane a Se 
MCP and PIP joint swelling, the little fingerof the right hand is beginning towards the a 
to go into ulnar deviation and there is marked wasting of the small i appe EE e 


muscles of the hand. 











Fig. 2.12 The range 
of movement of the 
fingers becomes” 
limited not only 
because of joint. 
involvement but also 
because of synovitis c of 
tendon sheaths, seen 
here in the finger 
flexors. The early local 
injection of 
corticosteroids by an 
expert may help to 
prevent or delay the 
development of 
deformity. 
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Fig. 2.12 The range 
of movement of the 
fingers becomes 
limited not only 
because of joint 
involvement but also 
because of synovitis of 
tendon sheaths, seen 
here in the finger 
flexors. The early local 
injection of 
corticosteroids by an 
expert may help to 
prevent or delay the 
development of 
deformity 
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Fig. 2.13 Uncontrolled rheumatoid arthritis in the hands produces this 
diagnostic picture: the MCP joints have subluxed, with the digits moving 
towards the palm, and there is marked ulnar drift. Joint damage is 
apparent in the finger PIP joints and in the thumbs, which show ‘Z’ 
deformities. UD 


Fig. 2.14 Two of the classically described finger deformities most 


S a boutonnière 


common in rheumatoid arthritis. The ring finger AAS on 
deformity with fixed flexion at the PIP joint rhe E yiia i 
swan neck deformity with fixed hyperextension at the PIP a 
flexion at the distal interphalangeal (DIP) joint. 
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Fig. 2.15 Hand 
surgery by a 
specialised 
orthopaedic or plastic 
surgeon may improve 
function in selected 
cases and referral toa i 
hand clinic may be 
considered. This 
patient with 
destructive RA has 
had his pinch grip 
restored by pinning of 
the IP joints of the 
thumb. Prevention by 
disease control, local 
injections and surgery 
remains the goal but is 
still distressingly 
difficult to achieve. 
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Fig. 2.15 Hand 
surgery by a 
specialised 
orthopaedic or plastic 
surgeon may improve 
function in selected 
cases and referral to a 
hand clinic may be 
considered. This 
patient with 
destructive RA has 
had his pinch grip 
restored by pinning of 
the IP joints of the 
thumb. Prevention by 
disease control, local 
injections and surgery 
remains the goal but is 
still distressingly 
difficult to achieve. 
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Fig. 2.17 Erosions of 
the ulnar styloid are 
often seen early in RA. 
When present they 
establish the 
diagnosis. 


Fig. 2.18 As the inflammatory process an 
involve the carpus, wrist movemer 
restricted, Subluxation oL ne. 
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OF tendon rupture. The little 
d Early surgical referi 


and ring lingers 


Fig. 2.19 Involve- | 
ment of the extensor 
tendon sheaths by the 
rheumatoid process 
produces this typical 
hour-glass swelling: in 
combination with 
erosion of the ulnar 
styloid it may lead to 
rupture of finger | 
extensor tendons with 
resultant finger drop. 
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Fig. 2.22 In early 
rheumatoid arthritis, 
the metatarsal heads 
are occasionally the 
first site of erosive 
change to appear on 
X-rays. Note splaying 
of the metatarsal 
bones due to soft 
tissue swelling. 
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Fig. 2.23 Dorsal subluxation 
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Fig. 2.25 Ulceratiol 
thie bunions usuall 
misery. Shoes with 


Fig. 2.24 Painful 

callosities develop | 

over the subluxed | 

metatarsal heads and 

the patient complains 

of ‘walking on 

pebbles’. Typically, 

pronounced hallux 

valgus also develops. 

At this stage the 

discomfort may be 

eased by metatarsal 

supports or shoes with / 

specially moulded, 

weight-distributing 

soles. Ulceration of 

the metatarsal 

callosities is often 

associated with 

severe pain and a high 

risk of infection. This 

should be avoidable 

by the use of 

appropriate surgery Fig. 2.26 E 
well, rehevin 
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Fig. 2.28 Various types of shoe or boot are available and should be 


carg fully 
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Fig. 2.27 Mid tarsal, subtaloid and ankle involvement in RA may 


combine to produce disabling def 


with total collapse of the mid foota 


With such advanced disease, mo 


procedure likely to benefit the patient_ 
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pices § pao to provide adequate Space, protection and support 
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Fig. 2.29 The knee is 
the commonest large 
Joint to be Involved in 

oggy synovitis is 
often accompanied by 
an effusion which in 
this case is distendin 
the suprapatellar 
pouch. Intra-articular 
Corticosteroids will 
usually produce 
dramatic relief 
although this is usually 
temporary. Too 
frequent injection is 
best avoided. 





RA may 

in this patient 
the hind foot. 
ris the only 


Fig. 2.30 Aspiration 
and injection of the 
knee joint are best 
achieved with the 
patient semi-reclining 
and the joint extended. 
The quadriceps must 
be relaxed, especially 
when there is no 
effusion, if the needle 
is to be introduced 
between the patella, 
and the femur at the _ 
midpoint of the patella 
The needle is best 
advanced cautiously 
from the medial side 
and inclined slightly 
posterolaterally as 
shown. The leg should 
be slightly externally 
rotated. 
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Fig. 2.32 A knee 
effusion may cause a 
Ropliteal cyst (Baker's 
cyst) and may limit full 
extension of the joint 
Treatment is by J 
injection of steroids 
into the joint space. (A 
popliteal cyst may 
complicate effusion of 
the knee joint due tò 
other causes, such as 


p> gout or OA). 
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Fig. 2.33 Rupture ofa 
Baker's cyst may 
produce severe pain 
and swelling in the 
calf, often associated 
with marked ankle 
oedema. This may 
mimic the clinical 
appearance of a deep 
venous thrombosis 
(DVT). Once rupture 
has occurred the knee 
effusion may 
disappear but the 
history of previous 
swelling of the knee 
and sudden onset of 
pain in the calf are 
suggestive. 
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Fig. 2.34 Arthrography or ultrasonography will distinguish a ruptured 
cyst from a DVT — an important clinical distinction, as inappropriate 


treatment with heparin may lead to exacerbation of the symptoms ofa 
ruptured cyst. This X-ray clearly shows contrast-medium, which has 
been injected into the joint, leaking into the.calf. 


Fig. 2.35 Occasion- 
ally the cyst ruptures 
and slowly leaks fluid, 
leading to the 
formation of a chronic 
calf cyst. Thisis 
usually dealt with by 
surgical excision. 
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Fig. 2.36 Radiological examination of the knee joint is best performed 
with the patient standing — it gives a clearer picture of cartilage loss, seen 
f hereina patient with rapidly progressive RA. Erosive changes appear 
late in the knees. Standing X-rays also demonstrate any deformity on 
weight-bearing. 


Fig. 2.37 The range 

of collateral instability 

can be assessed 

by medial and lateral 

-= stressing of the lower 

leg-with the femur 

fixed. The patient 

should also always be 
examined standing. 

Here, bilateral valgus 

, deformities of the 

knee are combined 

with valgus | 
deformities of both | 

















hind feet. Other joint 
problems añd the 
overall needs of the 
patient must be 
considered in planning 
the management ol 
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medial tibial D ateau 
| replacement 
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ap f of tne 


surgica 
is the procedure of 


choice. In selected 
cases this results in 
reduction of pain and 
an often dramatic 
improvement of 


mobility. 


Fig. 2.38b. Herea 
Stanmore hinge 
prosthesis has been 
used inva relatively 
immobile patient. 
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9 The long-term outcome of total knee replacement (TKR) 
uncertain and such problems as fracture (left) or infection may 
lacement, arthrodesis or, rarely, amputation. 

ften preceded by the development of a lucent line 
dence of periosteal new bone formation. 
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Fig. 2.41 RA of the shoulder may produce symptoms ranging Ke 

mild morning stiffaess-to-severe pain and restriction. This patient has a 
arge effusion in her left shoulder requiring aspiration and local injection 
of steroid. More commonly swelling is less marked than in this case, but 


pain may be severe and intra-articular injection still warranted. 
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Fig. 2.43 X-rays demonstrate destruction of the head of the humerus 


and subluxation of the joint; movement is restricted and the patient is 
unable to lift his arm to comb his hair. 


Fig. 2.44 Atlanto-axial RA may lead to subluxation o! the atlas, best 
by comparing flexed and extended neck X-rays. If the odont 


U 
eq is difficult to visualise, the slip may be apparent Dy a change tn the 
itive positions of the two upper spinous processe: ouch patient 
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{ 
f 
a 


~~ 
~ 
we 

















Fig. 2. 


periungual infarctions is generally mild and may be associated with the 
use of steroids. S 





45 Rheumatoid disease may produce a vasculitis. This type with 


Fig. 2.46 More 
severe vasCulitis of the 
skin produces painful 
ulcers and may 
accompany either a 
mononeuritig 
multiplex or a distal 
neuropathy: this 





patient has extensive 
numbness’ lower [A 
legs. 
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Fig. 2.47 Goid 

therapy may induce 
d remission i 

in individual patients i 

although its long-term 

benefit is difficult to j 

demonstrate in RA 

a whole. Its use 

is limited by side 

effects; proteinuria, 

bone marrow | 

Suppression ond skin 

rashes. Routine 

checks are mandatory 

This patient developed 

a widespread 

eczematous rash and | 

subsequently flared 

on stopping the | 

treatment. Farely, life- `- | 

Por, ae | threatening exfoliative 

">| dermatitis develops, . 

| but mild rashes may i 
| be managed with a 
dose reduction. 
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Fig. 2.48 Regular checks ior side effects on ot we Á , : 
ensured by the provision of a gold treaiment oee bair TE 
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a.id those on hydroxychloroquine require regular op 
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Fig. 2.49 D-Penicillamine produces certain specific side effects. The 
commonest is an unpleasant taste in the mouth or loss of taste. This is 
usually transient but may cause discontinuation. Although rare, other 
side effects with gold or D-Penicillamine do arise — careful follow-up and 
a high index of suspicion are essential. This patient developed 

mya: thenia gravis on D-Penicillamine: ptosis before (top) and after 
WDotlom) edrophonium [he patient's eye returned to normal, but his 
intnntsS flared after stopping the drug 
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In additi satures illus i 

dition to the features illustrated previously (nodules, 
vasculitis and neuropathy) and the more general indicators 
of systemic disease such as fatigue, malaise and anaemia, 
rheumatoid disease may affect the ẹye (episclerilis and 

. 1 ? y 7 

occasionally scleromalacia perforans) or the lung (pleural 
nodules or occasionally basal 


effusions, intrapulmona1 
fibrosis). Generalised lymphadenopathy is occasionally seen 





— the histolog 

Sjögrens syndrome is quite commonly associated with 
and may be very distressing. Ít is characterised by a dry 
mouth due to reduced salivary secretions, and dry, gritty 
keratoconjunctivitis sicca) caused by reduced tear 


Artificial tears and measures to increase 


eyes ( 
production. 
salivation are of some value. 
Felty’s syndrome with splenomegaly, neutropenia and 
often leg ulceration is occasionally seen in long-standing RA 
nia is multifactorial: 


and is difficult to manage. The neutrope 
hil antibodies and/or 


hypersplenism, specific antineutrop: 


bone marrow precursor suppression may be found 
The kidneys are slmostuevssd fected by the rheumatoid | 
being more commonly dama ed by drugs 
Rarely, amylo 





process, 
(analgesics, gold_or D-penicillamine). Rarely, amy oidosis 


may lead to proteinuna. 

Despite the lack of satisfactory drugs, rheumatoid arthritis 
`s a disease which rarely kills the patient, although side 
effects from drugs may occasionally be fatal. Thus, in 
general, it is a disease with which both the patient and the 
doctor have to come to terms. Properly managed, with 
attention to regular monitoring and to the wider problems — 
and needs of the patient, he or she should be able to remain 
an active and productive member of society. Many 
demonstrate remarkable forebearance and good humour 


despite their disabilities and fortunately only a small 
proportion advance progressively towards serious disability. 
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| Pain in the neck, shoulders and arms ce 
The diagngsis of pain in the upper limb is confusing because as 
of the tendency for pain to radiate distally. Careful 
history-taking and examination are essential if the pattern of d 
ng and alleviating movements, associated 


pain, exacerbati 
a generalised disease 


neurological symptoms, and signs of 


are to be elicited. 
Radiological changes of cervical spondylosis are common 


with increasing age but their detection does not explain pain 
in the neck, arm or shoulder unless there is additional ' 


clinical evidence relating it to cervical disease. The neck 
or may show restriction of certain movements 


may_be stiff 

and pain may be felt at the extremes of movement. Nerve 

root irritation due to a disc protrusion or to osteophytic 

encroachment on the root canal may either produce deep, 7 
boring, proximal pain or distal lancinating pai lating to em 


the lower arm. is frequently associated with 
paraesthesia _and there may be localised neurological signs. j Fig. 3.1 T 
NRA of fibres (t 


= Ae E ee: 
A rnea 


The shoulder has the most comprehensive range of 
> ee a a ; pulposus. 
movement of any joint in the body. This is achieved by a and to pet 


complicated musculo-tendinous mechanism which both 
l effects movements and stabilises the joint. Integrity of this 
mechanism is essential for proper function of the joint; the 
| j _ bony structures themselves providing minimal stability, Pain, uncov 
; 
if 


originating in the shoulder is rarely felt proximal to the 
“shoulder strap line, although if severe there may be 


FI secondary painful spasms in the trapezius muscle. Severe 5 

$ shoulder pain may occasionally radiate as far as the wrist. 

f . . . 

f A careful history of the site and nature of reported pain, and , 
i examination of the range of movements and any associated 

Ny pain are often sufficient to localise the lesion. Pain in the 


shoulder may originate from the neck, from the apex ofthe 


| } lung, from the thoracic outlet, from myocardial disease Ot ; 
T from pleural or peritoneal disease affecting the diaphragm. | 








The commonest cause of elbow pain is epicondylitis: 
tennis, or ocCasionally golfers, elbow. The joint may be 
involved in a polyarthritis, particularly rheumatoid arthritis, 
or may be the site of infective arthritis. Pain in the hand may | 
-originate from a proximal lesion or may be due to local Ee 

__ factors such as arthritis, tenosynovitis or local nerve 
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| i Bilateral shoulder pain usually with severe morning stiffness 
= may be the presenting feature of polymyalgia rheumatica, 4 inte 
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oO 
aa 
ns. } Fig. 3.1 The intervertebral disc comprises an outer fibro-elastic mesh 
BE. of fibres (the annulus fibrosus) enclosing the gel of the nucleus 
pulposus. This combination enables the disc to act as a shock absorber 
and to permit the distortion which facilitates spinal movements. 
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Fig. 3.3 As the disc 
ages, its water content 
decreases, the 
annulus loses its 
elasticity and the disc 
becomes less 
efficient. Disc 
degeneration is seen 
on X-rays as a 
reduction of 
intervertebral distance 
and occurs most 
commonly, as here, in 
the lower cervical 
spine (C5-6). This is 
frequently 
asymptomatic. 




















Fig. 3.4 Disc 
degeneration leads to 
stressing of the 
zygapophyseal and 
intervertebral joints 
which undergo 
degenerative changes 
with bone sclerosis 
and osteophyte =” 
formation. Osteophyte 
encroachment on the 
root canal which can 
be visualised on 
oblique X-rays (here 
C6-7), may lead to 
nerve root symptoms 
and signs. 
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Fig. 3.6 More 
advanced 
spondylosis, as 
illustrated, may 
produce stiffness but 
little pain. In general, 
pain due to cervical 
spondylosis requires 
analgesia, local 
warmth and other 
measures to reduce 
muscle spasm. A soft 
collar may help in the 
acute phase. 
Physiotherapy plays 
an important part in 
alleviating pain and in 
giving preventative 
advice and exercises. 


Fig. 3.7 Similar pain 
is often associated 
with the development 
of a dorsal kyphosis, 
as in this elderly lady 
with senile 
osteoporosis. In such 
cases, D | 
correction is not 
possible. Local 
physiotherapy may 


produce temporary 


a comfort and relief. 
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Fig.3.10 The 
acromiociavicular joint 
produces pain which is 
typically feltover the 
top of the shoulder and 


is exacerbated by 


— extreme elevation.or 


adduction in internal 
rotation (reaching 
behind the back). If 
local anaesthetic — 
injec e joint 
rèduces pain, itis of 
diagnostic value. 


Fig. 3.11 The 


—_subacromial __ 


mechanism is 
‘complex and liable to 
damage. Malfunction 
leads to impaired 


= abduction. The 


commonest pathology 
arises in the 
supraspinatus tendon 
which is compressed 
between the greater 
tuberosity and the 
acromion in elevation 
producing a typical 
painful arc between 
45-—135°. Pain is ‘a 
mainly felt at the 


deltoid insertion in the 


upper humerus. 
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Fig. 3.14 Tennis elbow is a common cause of pain at the elbow and in 
the upper forearm, arising from the common origin of the wrist extensors 
at the lateral epicondyle. Pain is exacerbated by carrying abag and other 
powerfulcontractions of the wrist extensors and there is marked 
tenderness localised at the lateral epicondyle. Treatment is rest and 
injection of a corticosteroid and local anaesthetic into the most tender 


area. This may initially exacerbate the pain. 
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Fig. 3.15 Golfer's ¢lbow Is a similar and less common lesion 

ails | NICO 3 rFAaATHEA 
affecting the common flexor origin at the medial epicondyle rea 
for tennis elbow but care should be taken because oi ihe proximity 


| epicondyle. 
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E turinel syndrome 
me (CTS) due to 
f = compression of the 
|} median nerve as it 
$ 4 pe e Gi ) passes through the 
| AE aet “s 7 carpal tunnel at the 
a : / wrist. The distribution 
of numbness and 
painful paraesthesia, 
typically waking the 
patient in the early 
hours is illustrated, 
although frequently 
the patient initially 
describes the whole 
hand as affected. 
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flexor 
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sheath 





Fig. 3.17 CTS is common often with premenstrual exacerbation in 
females. It may be the presentation of polyarthritis (early RA) or rarely 
myxoedema, or may follow a fracture of the wrist. Occasionally nerve 
| conduction studies may be necessary to establish the diagnosis. 

; sh Classical cases can be treated by locally injected corticosteroid — local | 
anaesthetic should only be used on the skin. Technique: The needle is — P 
introduced at 45° at the distal wrist crease to the radial side of palmaris 
longus tendon or, in its absence, between flexor carpi radialis and f X€ 
digitorum sublimis. Rarely, surgical release isnécessary, | 


fot | 
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syndrome 
ue to 
ssion of the 
nerve.as it 
hrough the 
nnel at the 
e distribution 
ess and 
iraesthesia, 
vaking the 
the early 
lustrated, Fig.318 De Quervain’s tenosynovitis (affecti ay 
er ooly pollicis longus and extensor pollicis previ padue ce 
t initially tenderness over the radial styloid which is exacerbated by forced flexion 
the whole of the thumb into the palm. Treatment is by local injection of local 
ected. anaesthetic and corticosteroid into the inflamed tendon sheath using the 
technique illustrated. 
- Fig. 3.19 Nodular 4 
swelling of the flexor 
annular tendons of the fingers ` 
ligaments and thumbs may occur 
palmaris | alone or as part of RA. 
longus Initially asymptomatic, 
tion they may lead to 


‘triggering’ of the 
finger involved; the 
patient often awakens 
with the digit flexed 
and has to force it to 
extend. This may 
become painful or 
tendon occasionally 

sheath impossible. Local 
injection of local 
anaesthetic and 
corticosteroid into the 
sheath is usually very 
effective — rarely 
surgery is indicated. 
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Most people experience low back pain at some time during 
ese episodes are mild and 


their lives, but the majority of th ' 
self-limited. Not all patients present to their doctor, but those 


who do contribute significantly to the total number of days 
lost from work due to sickness. Although such transient 


episodes are difficult to diagnose precisely, substantial 
rch to define the lesions 


efforts are now being put into resea 
Many painful complaints of 


and to assess their prevention. 
the spinal column and its complex ligments and musculature 


are almost certainly traumatic in origin and caused by 
excessive stressing. The spine is a remarkable structure 
combining weight-bearing functions with flexibility — 
however, the end result is ideal for neither. Mechanical 
stresses in the lumbar spine are increased greatly under the 
loading caused by forward flexion and more so by lifting in 
the flexed position. Twisting movements under such loading 
exert considerable torque on the shock-absorbing 

facet joints and ligaments. 
d general lack of muscle 


ry 
= | 


intervertebral discs an 


[ll-advised lifting, ps 
tone all contr! f mechanical problems 
of the spine anı ntable. 
Fortunately n iod episodes resolve 
rapidly with + such as analgesia and rest. 
senting to GPs occurs in the sixth 


The largest case ad pres 
and although most patients do not 


and seventh deca 
require extensive investigation, suck features as persistent 


or recurrent pain, especially when unrelieved by resting in 
bed, associated neurological symptoms or signs, or evidence 


of systemic disease suggest more sinister pathology and 


indicate that more thorough investigation may be warranted. 
P j ä m Py . . ? . n 

Ít is hoped that this section will provide an insight into the 

diagnosis and management of these important conditions, 
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Most people experience low back pain at ae were 
their lives, but the majority of these eptsoce® we A 
self-limited. Not all patients present to their < o os i £ 
who do contribute significantly to the total num = g ays 
lost from work due to sickness. Although puch oe 
episodes are difficult to diagnose precisely, su poy ae 
efforts are now being put into research to define t : Escape 
and to assess their prevention. Many painful comp mie 
the spinal column and its complex ligments and musculature 
are almost certainly traumatic in origin and caused by 
excessive stressing. The spine is a remarkable structure 
combining weight-bearing functions with flexibility — 
however, the end result is ideal for neither. Mechanical 
stresses in the lumbar spine are increased greatly under the 
loading caused by forward flexion and more so by lifting in 
the flexed position. Twisting movements under such loading 
exert considerable torque on the shock-absorbing 


= intervertebral discs and stress the facet joints and ligaments. 
Ill-advised lifting, poor posture and general lack of muscle 


tone all contribute to the morbidity of mechanical problems 
| of the spine and are potentially preventable. 


Fortunately most of the self-limited episodes resolve 
rapidly with simple measures such as analgesia and rest. 

The largest case load presenting to GPs occurs in the sixth 
and seventh decades and although most patients do not 
require extensive investigation, such features as persistent 

or recurrent pain, especially when unrelieved by resting in 
bed, associated neurological symptoms or signs, or evidence 
of systemic disease suggest more sinister pathology and 
indicate that more thorough investigation may be warrant 
It is hoped that this section will provide an insight into the 
diagnosis and management of these important condition 
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Fig. 4.1 A clear history and thorou 
the most trivial cases of back pain. 
trauma, a past history of similar ev 
patient is best examined fully und 
general posture, any asymmetry or pelvic obliqui iosi 
quity and scol 
Observed from behind the patient is asked to flex forwards RFs as 


possible and return to upright — such movements e 
the site of which should be note may exacerbate pain, 
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Fig. 4.2 With the patient supine the sraigh! leg raising =, should be 
_ if limited and associated with pain radiating down the leg, 






measured in Fak 
ited. nerve root compression is suggested. The distribution of sensory loss 1$ 
ie recorded, muscle power tested and the reflexes examined. The 
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Fig. 4.3 With the patient prone, localised tenderness can be mapped 
out: this may respond to locally injected corticosteroids and local 
anaesthetic. Peri-anal (saddle) sensory loss may occur In lesions 
affecting the cauda equina which in addition to causing back pain are- 
often complicated by urinary retention and bilateral neurological signs in 
the legs. In such cases urgent neurosurgical referral is indicated. All 
patients with low back pain should have a rectal and pelvic examination. 


Fig. 4.4 Low back 

pain may produce 
postural changes as in 
this case with extreme 
loss of lumbar 

. lordosis. No other 
radiological 
abnormality was found 
and the patient did well 
with general 
physiotherapeutic — 
measures and 
postural advice. 
Sagging posture and 
increased lordosis 
may produce low back 
pain. 
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Fig.4.5 The finding of occult spina bifida is common during X-ra 
examination of patients for other reasons; its role in the aetiology a low 
back pain is uncertain although there is some indication that it is 
associated with an increased incidence of mechanical back problems. It 
may help the patient to understand why they should be getting pain but 
care must be taken not to alarm them or induce anxiety. Physiotherapy 


may be helpful. RE: 





s is common with increasing age and is 


Fig. 4.6 Lumbar spondylosi 
often asymptomatic as here (left), found during a skeletal survey done 


for other reasons. The radiologically less severely atfected patient on 
the right had suffered from intermittent low back pain for years and 
eventually resorted to a corset with some benefit (after other measures 
had failed). Typical beak-like osteophytes are seen (compare Fig. 4.24) 
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Fig. 4.7 Sciatic pain due to lumbar disc prolapse is usually acute in 
onset and often follows injury whilst twisting, bending and lifting. The 
patient may be immobilised by pain in the spine and radiating down one 
leg. Unilateral paraesthesia are highly suggestive of root compression in 
such situations. The SLR will be grossly limited and leg pain exacer- 
bated by dorsiflexion of the foot at the extreme of SLR, (sciatic stretch 
test). Careful examination of neurological signs may locate the lesion. 





Fig. 4.8 Treatment of an acute disc prolapse is initially bed rest and 
a! algesia followed by physiotherapy when the acute pain has settied 
umoa waction may help, mainly by relaxing muscular spasm. With 
9 pag po in-patient care is indicated; complete bed rest at home is 
ry dinicult in practice 
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Fig. 4.9 The role ofe idural injections of long-acting anaesthetic 
h or without corticosteroids is controversial in acute disc 


though some patients do experience rapi li i 

e pé pid pain relief which 
may enable them to avoid time off work. The epidural can usually ak 
satisfactorily carried out by a sacral approach (as illustrated) except in 
patients with high lesions, when a lumbar approach is best. The 


technique requires practice. 
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Fig. 4.10 In persistent cases who don 
measures, or when neurological signs 


procedure, this IS ge 
actively considered 
heath (left) which was. completely free in a follow up Study 


pain (right) 
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ot respond to more conservalive 
are gross, a surgical opinion 
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Fig. 4.11 


itself may pr 

mild back pain post 
operatively and the 
patient should be 
warned of this before 
surgery is undertaker 


Fig. 4.12 Nerve root 
compression in older 
patients may be due to 
root canal stenosis 
associated with 
spondylosis and the 
formation of 
osteophytes at the 
posterolateral 
vertebral margin and 
onthe facet joints. This 
patient with a scoliosis 
showed this picture 
with acute pain 
precipitated by an L4- 
5 disc prolapse; she 
responded well to 


| canal decompression. 


Occasionally a picture 
of root pain brought on 
by exercise Occurs: 
root claudication. 
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11 The 

1s patient was Fig.4.13 Some 

o have Patients have 
cralisation of congenitally narrowed 
lumbar spinal canals 

a which demonstrated here by 
»s the stresses myelography. Such 
ind is Patients are at greater 


ed with an 

d incidence of 
apse at this 
ninectomy 
produce 

pain post- 

y and the 


risk of neurological k 
damage due to ; 
posterior osteophyte 

formation or acute 

central disc prolapse 
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also develop bilateral 
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| 7 x asymptomatic. The 
ie degree of slip is 
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Fig. 4.15 Leg pain due to true claudication of the calf or other muscles 
quite commonly presents to the rheuma 
the foot, popliteal and fe 


tolcgy clinic; in the older patient 
moral pulses should be examined and if 
ecessary Doppler flow studies arranged. This 34 year old, poorly 
controlled diabetic presented with claudication at 50 yards; arterial 
calcification is apparent in the pelvic vessels. 
Patients with generalised o 


steoarthritis often complain of 
lifficulty in walking which 


is frequently due to painful hips 
and unstable knees; occasionally suc 
due to paraparesis 


h cases are however 

, developing in association with cord 
compression due to cervica 
compre 


| spondylosis or cauda equina 
ssion due to lumbar disease. All such patients 
require a careful neurological examination. 





Fig. 4.16 Acute pain in the lumbar or thoracic spine, often after a fallor 
sete dade y 4 in postmenopausal women and occasionally in elderly 
i Man soy uC collapse Oia vertebra as here. The most 
lifferential diagnoses are collapse due to a primary orsecond: 
vertepra or associated with an infective 
| he vertebral cort 
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Fig. 4.17 By contrast, in collapse due t 
o myelomat 
deposits there is often loss of definition of pel of horan Pala 
the affected vertebra. If the lesion is suspicious, other value of 
ons 


must be undertaken. In this patient with a 
: past history.of mastectom: 
confirmed further deposits in the right METET soil 
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vertebral collapse was treated by local radiotherapy. K 
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Fig. 4.18 Other investigations may 
yrine for myeloma protein, bronchoscopy OF brain scanning. |i 
the patient presented with pain due to collapse of L5 He was 
confused because of the cerebral secon 
the fifth lumbar vertebra contirmed the primary as 
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Fig. 4.19 In this case a young male recently arrived from the Indian ie 
continent presented with back pain, fever and weightloss. In addition to 
rom his general illness the X-rays show gross loss of the L4-5 
disc space together with des 
adjacent vertebrae. Biopsy O 
yielded tubercle bacilliand he was started on therapy for 18 months; in 
the second X-ray healing has occurred and he was already back at work. 
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truction of the cortical margins of both 
f the lesion under radiological control 


was confirmed Di 
bone scan show! 
diagnostic biops 
to malignancy re 
the risk of subs 
Fig. 4.20 Sclerosis of 
vertebrae or of the 
sacral and iliac bones 
may be found in 
patients presenting 
with back pain. In this 
case there is clear 
enlargement of the 
vertebra as well as 
sclerosis —a . 
diagnostic feature of 
Paget's disease. _ 
“Similar lesions were 
found elsewhere in the 
skeleton including the 
femur; they 
responded well to 
intermittent courses of 
calcitonin. (Caution = 
this therapyis-— 
expensive and has a 
high incidence of side 
effects. It should be 
used with 
circumspection and in 


intermittent courses 









Fig. 4.21 Sclerotic lesions may also occur in metastatic malignancy - 
most commonly prostati inoma as in this case where the diagnosis 


was confirmed by a raised acid phosphatase and prostatic biopsy. A 
bone scan showeqwidespread deposits. If there is uncertainty 


diagnostic biopsy of the affected vertebra should be attempted. Pain due 


to malignancy responds well to local radiotherapy which also reduces 
t 


he risk of subsequent v 


Fig. 4.22 One ofthe 
typical features of back 
pain associated with 
inflammatory sacro- 
illitis is early morning 
exacerbation 
associated with 

severe morning spinal 

fy Stiffness. This may pe 
seen in patients with 
ankylosing spondylitis 
(AS). It is more 
common in males and 
usually presents in the 
twenties or thirties; X- 
rays may shown no 
abnormality early on 
but later the typica! 
changes of sacroiitis 
develop with 
inpeguiarity and patcny 
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thoracolumbar 
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Fig. 4.24 Eventually 


the disc space 
becomes bridged by 


the syndesmophyte; 
„its shapeandthe — 
preservation ofthe 
intervertebral disc 
distinguish it from a 
degenerative 
osteophyte secondary 
to spondylosis 
(compare Fig. 4.6). 





Fig. 4.26 Thee 
tusion (bamboo | 
and fusion ot the 
tne controlled u: 
flares to allow th 
spinal moveme 


hietanenr nanny 
MHSIOCUTT Pas 


4 Eventual 
Space ~ 


S bridged by 


lesmophyte: 
>and the ~ 
ition of the 
2bral disc 

sh it froma 
itive 


te secondary 


NOSIS 
Fig. 4.6). 


fy 
Oe 








Patient is sho Ae ) H 
early sigr witt a fixed i 
dorsa KYDNOSIS an } 

bulging abdomen, the 

latter due to addomir 
breathing. Later hip 
and knee flexion 
develop as the 
kyphosis worsens and 
the neck becomes 
hyperextended to 


facilitate forward 
vision. |i 
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Fig. 4.27 HLA B27 is also associated with certain other arthritic 
complaints which may be complicated by sacroiliitis — see chapter 6. 
Such patients may also develop painful acute anterior uveitis with 
blurring of vision and typical peri-iridial injection associated with 
distinctive features on slit-lamp examination. Urgent ophthalmological 
advice is indicated and the response to local steroids and mydriatics is 


dramatic; relapse is common. 





Fig. 4.28 Pain in the 
lumbar spine and 
buttocks may be due 
to disease in the pelvis 
or in the posterior 
abdominal wall. The 
differential diagnosis 
is wide but includes 
carcinoma of the 
pancreas, posterior 
peptic ulceration, 
abdominal aneurysm 
of the aorta and 
infiltrating pelvic 
tumours. In such 
cases computerised 
axial tomography is 
often the most rapid 


diagnostic procedure. 


Here, acarcinoma of 


the pancr 


producing concentric 
narrowing of the 
duodenum 
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In the space available a complete analysis of the 
management of low back pain is not possible. Physical — 
measures remain the kes any of the 
mechanical problems, combined with attention to prevention 
by advice on posture, work and cybernetic design. An 
attempt has been made to indicate when a surgical referral is 
necessary and also to demonstrate the importance of a full 
history and careful examination in deciding how extensively 
the patient should be investigated. As a general rule, in the 
younger patient with mechanical low back pain, X-rays are 
unlikely to be helpful. | 
The role of the patient’s emotional state and of stress in the 
aetiology of low back pain is controversial and in general it is 
best to assume that there is always anrunderlying physical 
lesion although this is often mild. Depression, anxiety and 
stress may well modify the patient's ability to cope with pain 
and, by inducing muscle tension, may compound the 
problem. Such matters must be discussed with the patient 
with great care and tact if the physician is to maintain his 
rapport. Alienation from traditional medicine is the 
commonest cause of patients turning in desperation to 
various types of fringe medicine which vary from helpful to 


positively dangerous. 
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Acute monoarthritis 


The sudde etofi : 
bade: ip n onset of inflammation in one joint is two: 
several different types of arthritis. The mos S typical of 
arenanail Ak aN + Lhe most striking cae 

. y those of crystal synovitis caused by « tha a 
am ruc. + - À , i 
acid crystals (gout) or calcium pyrophosphate i 

` nee ka c ; 
Vestas In such cases the cardinal signs of 
infi ammation are all present; redness, swelling, heat 
< « +O By k 5 R Sye A -- a 
pain a loss of function. Gout of the great toe MTP ‘oi 

4 « « i ~ y” ~ 5 y a 

[ee a gia) is often so painful that even the weightara bed 
A a y Ke ie he . . $ d e 
S se is unbearable. Similarly, florid signs are also seen 
wit an acute haem ‘throsis which may occur in patients 
witha bleeding diathesis or occasionally in a joint with 
ore -EXIS on uü 
prr ma OA. A more common cause of sudden 
swelling and increase of pain in an osteoarthritic joint is 





so-called traumatic synovitis; this may be associated with Fig.5.1 Acute pode 
inflammation due to crystals of calcium hydroxyapatite. i clinical appearances 
Mention has already been made of infective arthnitis as the although an infected 
cause of an acute monoarticular flare in a patient with RA herrans a ie pb 
(page 31). Infection may also affect previously normal ~~~ whilst the result of a 


joints producing an acute arthritis in most cases, and with 
an associated fever and leukocytosis. The latter features 
may be seen in more acute cases of gout and pseudogout, 
however, and are thus not diagnostic. 

The essential diagnostic procedure in all cases is to 
attempt to aspirate the joint and then to immediately 
examine the fluid both macro- and microscopically: 
treatment should be delayed until this has been done in all 
The sample should be cultured 
routinely and when indicated also for gonococcl and/or 
Mycobacterium tuberculosis. A full physical examination 
is essential and blood tests, X-rays and culture of samples 
fom other sites may alsobe necessary. 5 

When there is a clear history of a twisting injury an a 
locking (inability to fully extend or flex the joint), ip age 
damage, loose bodies or fracture must also enter the 2 
| Most forms of polyarthritis preser 


but exceptional cases. 










differential diagnosis. 1: a : 
occasionally in one joint and may also need to $ A | Fig.5.2 The tyr 
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Fig. 5.1 Acute podalgia caused by urate synovitis is so painful and the 
< , clinical appearances are so typical that diagnosis is rarely a problem, 
the although an infected bunion may occasionally have a similar 

A | appearance. Joint aspiration may be difficult from small joints and 

; treatment can be started with non-steroidal anti-inflammatory drugs 
whilst the result of a confirmatory serum urate level is awaited. 
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Fig. 5.2 The typical needle-shaped urate crystals can be identified 


ly negative birefringence 
: n they show strong ; a 
er polarising light whe an; allure to digest 
a coe containing the crystals are often pr: : papi od aA : 
ed ra ai less commonly used in acute gout, but itis cheap, t 
olchicine Is a ee 


acts by preventingpolymorphs from ingesting the crystals 
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À Causes of hyperuricaemia and gout a 


Primary 
Genetic factors, race etc. 


Secondary 

Starvation eg. postoperative 
Obesity 

High alcohol intake 
Thiazide diuretic therapy 
Changes in renal function 





Increase in nucleoprotein turnover —psoriasis Fig.5.5 Hyperuricaer 
leukaemias in is elderly lady who 
cvt : cystic cnanges in adjac 

ytotoxic therapy typical ‘halo’ on the X-r 


Lead poisoning (saturnine gout) radio-dense deposits 


Fig. 5.3 Gout may affect any joint and may also present as a 
polyarticular onset with fever and a leukocytosis. This is more common 
now that thiazide diuretics are so widely used; these impair renal- 
handling of urate. Premenopausal women rarely suffer gout but 
thiazides seem to be leading to an increased incidence in elderly 
women. Other factors predisposing to hyperuricaemia and thus to acute 
gout are listed above. 


UR Fig. 5.4 Although the 
RS detection of uric acid 
ee crystals or of a raised 
E serum urate is 
mex’ diagnostic, certain 
Bay clinical features may 
EWE point to the diagnosis 
Sane of gout; tophaceous 
Way) deposits of crystalline 
uric acid may be found 
commonly in the pinna 
of the ear or on the 
fingers. A family 
history of gout may be 
elicited especially in 
male patients or they 
may describe typical 
attacks in the past. 
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Fig. 5.5 Hyperuricaemi 
in this elderly lady 
cystic changes ina 
typical ‘halo’ ont 
radio-dense dep 


o AAL 5 


a may lead to a different type of picture such as 
who has visible tophi on her fingers associated with 
djacent joints. The tophaceous deposits show upasa 
he X-ray; they can thus be distinguished from the more 
osits of calcinosis such as are seen in scleroderma. 


Fig. 5.6 Renal 
damage may be found 
in patients presenting 
with gout or with tophi. 
It may be the cause of 
the hyperuricaemiaas, 
for example, in the 
type of gout 
associated with 
chronic lead poisoning 
(saturnine gout), or 
may be a result of it. 
Some patients present 
with renal colic due to 
radiolucent uric acid 
stones. 
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Acute goul should be treated with non-steroidal-anti- —— 


inflammatory drugs ( NSAIDs) such as indomethacin: 

100mg. is given immediately. then 50mg three times daily 
for a few days w ith the dose tailing off over several weeks. 
Colchicine is given in a dose of Img. then 500 ueg three 
hourly for nine hours and finally 500g three times a day. 
Diarrhoea is an unpleasant side-effect. Recurrent gout, 
tophaceous gout or occasionally severe asymptomatic 

hy peruricaemia all need treatment with the xanthine oxidase 
inhibitor, allopurinol, which blocks uric acid production. 
The usual dose is LOO - 400mg daily. Uricosuric agents are 
useful in tophaceous gout usually as an adjunct to 
allopurinol, but should not be used in the presence of renal 
damage or in patients with urate renal stones. Allopurinol or 
uricosuricJreatment should always be started under a cover 
of an NSAID forthe first eight weeks as they may precipitate 
acute gouty attacks. . 
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Fig. 5.8 Pseudogout is commonly seen in joints which shòw the 
radiological changes of chondrocalcinosis. This patient presented with 
pseudogout and showed chrondrocalcingsis on his hip and knee X-rays. 
Such findings should suggest a predisposing disease such aè 
haemochromatosis or hypothyroidism or, as in this case, 
hyperparathyroidism. The chondrocalcinosis will usually resolve with 
treatment of the underlying disease. Widespread chondrocalcinosis is 
also associated with a more chronic and destructive arthritis which 
resembles OA but in which there is often a prominent inflammatory 


component. 
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Fig.5.10 An infective bursitis, here of the olecranon bursa and leading 
to septicaemia, may at first glance mimic the appearances of an infective 
arthritis, although it is unusual for such severe limitation of passive joint 
movement to be produced. The bursa should be aspirated and the fluid 
examined immediately. A much shorter course of antibiotics is needed 


in such cases rather than the two to three months usually recommended 
for infective arthritis. 
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Fig. 5.11 


Gonococcal arthritis is 
now relatively 
common and may 
present in 
symptomatic or 
asymptomatic patients 
(female or male). The 
appearance may be an 
acute monoartnhritis, in 
Which casé organisms 
are often obtained 
from the aspirate, or 
more commonly an 
arthritis of the ankle or 
wrist associated with a 
pustular rash and 
tenosynovitis, as iS 
seen in this patient. 
In Such cases, 
Organisms are usually 
not found in the joint. 
Expert advice and 
contact tracing are 
essential for all 
patients with 
gonorrhoea. They may 
also have NSU or 
syphilis 
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sis of an acute monoarthritis in 


he diagno i nsure that if 
ig. 5.12 The keyto t a fluid andtoe 
cit is to obtain a sample of synovi th organisms and crystals. 


j or : i j 3 % 

possible it is ipsa : he requires some practice (see Fig. 2.30). et 
l iration is NO | ently. ee 

Most ‘roumnatoiogiel will see such cases urgently Eo 
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Fig.6.3 Lesions of 
the soles and palms 
also occur. They are 
initially pustular as 
shown in this patient 
but may become 
confluent and scaly 
(keratoderma 
blennorrhagica). 
These lesions are 
clinically identical to 
pustular psoriasis and 
may be associated 
with dystrophic nail 
changes. 





Me 








a ae Peis s present in many Reiter's cases. Inthe 

glans or under: ve A a of GERS rape moisi uiceraiion GIRA 

eih ae ace o! the prepuce and in the circumcised as more 
sions. Like the arthritis and keratoderma, balanitis may persist 


or relapse and remit ¢ 
elapse i mit after the urethritis has been succes 
with tetracycline s has been successtully treated 


a ee 











Fig.6.5 Painunc 
tendon is sufficier 
diagnosis top oft 
Radiological cha 
the insertion of th 


Fig.6.6 Sac 
dysentery. St 
identical to th 
may howeve’ 
difficult to dis 
examnation 


3 Lesions of 

;and palms 

‘ur. They are 
pustular as 
n this patient 
become l 
nt and scaly { 
jerma 
hagica) 
sions are 

identical to 


T A ~ 
psoriasis ana 





Fig.6.5 Pain under the heel or at the site of insertion of the Achilles 
tendon is sufficiently common in reactive arthritis to place this 
diagnosis top of the differential list in patients with associated arthritis. 


Radiological changes of ‘fluffy’ plantar spurs (right) and/or erosions at 
the insertion of the Achilles tendon into t 


Calcaneum are seen. 


, es 


ed 


a ith urethritis, or after 
the : La erniliitig may occur in patients w l 
ine Fig.6.6 Sacroiliitis may OCC SAREA hes A 
” a sonkery Some of these patients SET scl! (eee ges 66-69) 
hee ql to that of ankylosing spond’ pene > a n ats 
f Uti iia! ii i a é iS ó ( F } 
ai : als cant with a penpne 
TSI ' na however di 0 pre € : jid i $ i } ‘ital 
teg iff itto distinguish unless a full history is taken anc’ ge 
difficult to distinguls 


examination ts carried oul 
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4. DIP joint 















2. Arthritis 
3. ASsymmi 
4. Rheum 


rheumé 
5. Sacroil 


6. Coinci 
| Æ May coe» 


Fig.6.9 The 
above. Both f 
rheumatoid-! 
does not usu 
control the s\ 
of gold in pre 


ses patchy, red, raised lesions 


Fig. 6.7 Psoriasis (Ps) typically compri 
it can be extensive or very 


particularly over the elbows and knees. 
localised, for example in the scalp or natal cleft, and may be easily 


missed. Various patterns of sero-negative arthritis occur in patients with 
psoriasis; most have a better prognosis than classical RA. 





Fig. 6. | 
g.6.8 The most benign form of psoriatic arthritis involves the DIP 


joints. Usually typical changes é 
hp ning y pia changes are present in the adjacent nail; pitting Fig. 6. 
rom its bed (onycholysis) (lett). Occasionally the withou 
wrist ts 


dystrophy c 
phy can be more distressing than the arthints (right) 


a ae 





1. DIP joint involvement* 


‘Typical’ 


2. Arthritis mutilans (rare) 





3. Asymmetrical wrists, knees and ankles 


4. Rheumatoid-like distribution — 
rheumatoid factor negative 


5. Sacroiliitis/ankylosing spondylitis* 


6. Coincidental sero-positive RA, or OA 
x May coexist with other types 


Fig.6.9 The various types of patterns of psoriatic arthritis are listed 
above. Both RA and Ps are common and may coexist but there is a 
rheumatoid-like sero-negative arthritis seen in patients with Ps which 
does not usually produce severe disability. In most cases NSAIDs 
control the symptoms during flares but some Clinicians advocate the use 


of gold in progressive cases. 





ia. 6.10 A predominantly large joint pauciarticular arthritis with or 
Fig. 6. also seen in Ps, as in this patient whose left 


c 


without DIP involvement Is 
~ > > 
wrist is involved aS well as one ankle. 


OA 





ee 








Fig.6.11 Arthritis 
mutilans ts the least 
common form of 
psoriatic arthnitis. 
There is often gross 
osteolysis around the 
joints especially of the 
hands, producing the 
so-called telescopic 
finger. Function may 
be surprisingly well 
maintained. 


Fig.6.12 Although 
skin disease and 
arthritis generally vary 
in activity 
independently of each 
other, occasional 
cases show a florid 
progression. !n this 
young man, the entire 
skin surface was 
involved and the 
wrists, hands and 
knees were rapidly 
destroyed. Such 
cases need 
aggressive treatment 
but the prognosis is 
poor. 





























Fig. 6.13 


Gronn s disease wit 


narrowed terr 
ileum (string sic 
a SKID lesion in the 
sigmoid colon. The 
arthritis may move 
from one joint to 
another 


Fig.6.14 Similar 
peripheral arthritis 
occurs with ulcerative 
colitis (UC), here 
typically involving the 
rectum and colon in 
continuity (i.e. no skip 
lesions). With both 
Crohn's disease and ` 
UC the peripheral 
arthritis and bowel 
lesions show parallel 
activity;,a successful 
total colectomy in UG 
for example will 
usually abolish the 
arthritis 


or el oni 
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| ith inflammatory bowel disease al 

‘4.6.15 Aproportion of patients wi m ) ois 
cae DRAH and ankylosing spondylitis. This does not follow the 
- sivitv of the bowel disease and tends to progress independently as can 

, Teih from the ankylosed spine of this patient whose ulcerative colitis 


i heen quiescent for many years. 











Fig.6.16 Colonic 
carcinoma isariskin - 
patients with long- 
standing UC; here one 
is seenin the 
ascending colon. All 
UC patients should he 
kept under regu'ar 
review. 






Fig.6.17 | 
sero-negat 
Story ts re 
nd fascin 


Skin | Psoriasis 
Pustular psoriasis mainly 
Keratoderma palms 
blennorrhagica soles 


and 


Nails | Pitting, onycholysis or Splitting 


Mucosal | Mouth ulcers — palate or tongue 
Balanitis % 
— all 
Urethritis | Dysuria 7 
! Clear or mucopurulent discharge 
Recent treatment for VD 


Bowels | History of bloody — Dysentery 
diarrhoea — Uicerative 
colitis 
Colic and Saks 
weight loss — Crohn’s disease 


ay 


Eyes | Red, gritty eyes — Conjunctivitis 
Painful eyes, Raa 
blurred vision — Uveitis 






Skeletal | Heel tenderness 
Es Back pain and stiffness, 
eased by exercise — Sponaylitis 





| i ients presentiny with 

l ack list may be of value in patients pres i 
wn yi’ Cpls) arthritis Acareful examination and ep 
history is rewarding as it may reveal the familial tendency of this diverse 
_nd fascinating group of conditions. 
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` Aids for the disabled 


The life of a disabled person can often be transformed by th 
provision of relatively simple aids and by advice on howls F 
modify the house or its approaches to improve access and 
mobility, or how to adapt a car to facilitate driving despite a 
poor grip, painful shoulders or reduced cervical mobility. 
Many voluntary agencies offer such advice and in the UK it | 

is also available through the Local Authority Social Services 

All a doctor may need to do, therefore, is to point the Y 

disabled individual towards these services. Some knowledge Wer pE DS 
of what is available is helpful both because it increases the i i karen 





Fig. 7.1 Comfo 


likelihood of advice being offered and also because it dressings for a 
improves the doctor’s ability to talk about such matters with Soft, rOpmy upp 
the patient, and thus improve his rapport. In this final and ee 
section a small selection of the many possible aids is 
illustrated; further information is available in the many 
excellent pamphlets distributed through the voluntary 
agencies or from textbooks on rehabilitation. Rehabilitation 
is about adapting the environment to the patient just as much 
as about adapting the patient to his environment; often a 
little of both is required if his or her life is to be made as 
comfortable and independent as possible. 

Expert help may be needed to provide additional hand rails 
for the stairs, to plumb-in a downstairs bathroom or to fit rails 
and raise flower beds in the garden. Adaptations at the place 
of work may require co-ordination between the doctor, the $ 
patient and the employer or a lighter job may have to be 
negotiated. Although social workers are often expert at 


hoisthe 


organising such things, it is often the doctor w 
i ibþilities the 


initiator; if he does not think of the various poss! 











patient may remain in ignorance, and much of the benefit of Fig. 7.2 
modern drug and surgical therapy diminished. Quality of hte prs i 
should be considered in its widest sense. Rheumatic ag: 
conditions may sometimes be incurable and disabling but For the m 
many patients continue to lead active, happy, fu lives achieves 
despite their disabilities. pe 
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Fig. 7.1 Comfortable shoes which 
well as adequate Spa 
Styles. Various t 





Fig. 7.2 A wide variety of walking aids is available. In addition to 
Standard walking sticks, those with moulded handles may be more 
Suited to patients with arthritic hands. Standard, elbow or gutter crutches 
are indicated in patients whose hand, wrist and elbow function is poor 
For the more severely disabled, greater support and stability may be 
achieved by the use of tripod sticks or of various types of walking trame 
Such as those illustrated 
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Fig. 7.3 Wh 


Must be 
patient's Neede 
May be self S Mey 
Propelling, Prope 
by a (fit) relative 
friend folding (if 
IS available) 
electric 
to the 


c SelChairg 
Uteg to tha 


lleg 
Or 
a Car 
Or R 
APproaches 
home Must be 
INSpected and ma 
need alteration with 
the addition of ramps 
Interior doors may not 
be wide enough anda 
narrower Chair May be 
Provided if le 
comfortable fot the 
patient, or doors may 
have to be widened. 
= Careful attention 
Should be paid to : 
Providing correct Media Sear 


Seating an provision of adapted | 
g ane large number of labor 


necessary. The patie 
therapist both to ens 
also to check that the 


Fig. 7.4 Being fedis D 
often felt to be a great 
indignity. Large- 

handled implements, a i 
fork with a cutting 

edge, a non-slip matto 

hold the plate and/or 

a removable plate rim 

all increase 

independence of 

feeding as do a variety 

of adapted mugs. 








; Fig. 7.6 Most de 


rect 
ack rest. 


g fed is 
a great 
e- 
nents, a 
ing 

p mat to 
ind/or 
ate rim 


of 
variety 





Fig. 7.5 For the disabled person to be able to prepare food, the 
provision of adapted surface heights with knee space, combined with a 
large number of labour-saving devices and handy gadgets may be 
necessary. The patient should be assessed at home by an occupational 
therapist both to ensure that the gadgets are being used properly and 
also to check that the arrangements are safe. 
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y with an enlarged grip are a 


Fig. 7.9 
Communication is 
particularly important 
to the disabled. A 
telephone may 
represent a major 
problem to someone 


gee with arthritic hands. 


This dialling stick or 
the provision of push- 
Dutton dialling may 
greatly reduce the 
patient's feeling of 
isolation 


15 
9 l 
Fig. 7.8 With poor grip, everyday tools become difficult to use, but 
often simple solutions are available: a razor with a long non-slip handle, 
a pair Of self-opening scissors, or a latch ke 
few examples. 
> 
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